
Florida Breast and Cervical Cancer
Early Detection Program (FBCCEDP)

APPLICATION PACKET
Client and Website only

For questions please call:

Regional Coordinator: Leonor Marrero

Counties Served by Region: Osceola

Phone: 407-343-2068 Confi dential Fax: 4O7 -343-2t58

Please use checklist below to ensure all paperwork is completed and returned with
this coversheet to:

usceora Regional FBCCEDP Office via confidentialfax or mail to:

Florida Department of Health trsueurd County
Florida Breast and Cervical Cancer Early Detection Program

1U/5 r-Ut( I UNt KU
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E Annual Applicant Agreement

tl Financial Eligibility Form

Client Enrollment Form

E lnitiation of Services (for County Health Departments only)

E Authorization to Disclose Confidential lnformation

Your Provider's Mammogram Order

DOH FBCCEDP July 1, 2021
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Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form
Gceola

ffit ffi

CONTACT INFORI,IATION

STREET ADDRESS:

STREET ADDRESS:

CITY & ZIP CODE:

EMAIL ADDRESS:

PRII,IARY PHONEI

ALTERNATE PHONEI

initial (first time in program) Rescleen (previously in p.oglam)

Shon-term interval follow-uo or reoeat exam
(less lhan 300 days from lail screbning)

Do you have health insurance? L,lYes No

lf yes, what is the name of your insurance?

Florida
residenl

Hispanic/Latino Non-HispaniciLatinoP. r\4

ls it okay lo leave a msssage?

American Cancer Society

Brochure

County Health Department

Commun ity/Health Fair evenl

FamilylFdend

lntemeuwebsile

Private MedicalOfJice

Neu6paper

Federally Qualified Hoalth Center

0ther

Anytime

-l portr,o

Television

Radio

Social Media

Educational Session

Bus Maps/benches/signs

Billboards

Name of Community Health Clinic:

Ame can lndian or Alaska Native

16ian

Black or African American

Native Hawaiian or other Pacifc lslander

White

Primary language spokeni

Additional language(s) spoken

Language preference io
re@rve marl: English

Spanish

Creole

SCREENING STATUS (Check only one response.)

DEMOGRAPHIC lNF0Ri/tATl0N

RESIDENTIAL AND CITIZENSHIP STAIUS {Check allthat apply )

BESTTIME TO REACH YOU EIHNICITY AND RACE IDENTIFICATION (Check allthat apply.)

RACIALIDENTITY

PREFERRED APPT, DAY/TIME

SPOKEN LANGUAGE(S)

1. APPLICANT INFORI4ATION (Please complete each section of this application.)

FOR OFFICE USE ONLY

ClierrtAssigned lD# or Pseudo SS#:

DOH-FBCCEDP Revrsioi July 23, 2021
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Fl6frtt
HEALIT{

0sceola

Florida Breast and Cervical Cancer Early Detection Program

Client Enrollment Form

ffit MH

GENERAL HEALIII STATUS (Chec* all thai apply.)

Diabetes

High Blood Pressure

PreDiabetes

High Cholesterol

HEIGHT (ifl.) WEIGHT (lbs.)

Do you have breast implants?

Are you cunenlly experiencing any issu€s wiih your breasts? Explain

Have you ever been diagnoGed with breast c€ncer?

lf yo! have, wlrat treatment did you receive?

When did your treatment end iMonthiYeao?

Whefl was your lasl mamm@ram bdore enrolling in thb program?
(Mooth/Year)

Where was your 16l mammogram dooe? (Provider, City, State)

Has anyone in yourfamily, such 6 your mother, sister, brother, or
father, been diagnosed with breasl cancer? lf yes, which relative?

Daily

Some days

Never/not at all

Declined to answer

Were you given a refenal to

Quitline?

Declined referral

I am interested in quitting.

Are you currently experiencing any issues with your cervix? Explaia.

Have you ever been told by a doclor you have invasive cervical cance,

lf you have, wtat featrnent did you receive?

When did your treatment end (lvonth/Year)?

When was your lasl Pap lest before enrollinq in lhis program?
(Month/Ye'ar)

None Unsure (5+ years)

Where was your last Paptest done? (Provider, City, State)

Have you ever had a hysterectomy? Specify whether parlial or full.

Partial hystereclomy
(l stjllhave a ceryix)

Full hysterectomy (no cervlx)

Whatwas the reason for the hysterectomy?

ad similar )ucb (Check all that ap
TOBACCO USE
indl]d€s

I I
BREAST DGM BACKGROUND (Check allthat apply) CERVICAL EMM BACKGRoUND (Check allthat apply)

FAMILY HISTORY

2. HEALTH HISTORY

FOR OFFICE USE OI{LY

Clied Assigned lD# or Pseudo SS*

2DoH-FBCCEDP Revision July 23 2021
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FINANCIAL ELIGIBILITY

Client Name: Date of Birth:

1. Doyou have Medicaid? ! vrs ! ruo gB Doyou have Medicare? f] vrs ! ruo

Family
Size

202!
oOH Scale

Monthly lncome

2021
DOH Scale

Yearly lncome

1 $2,146.58 92s,759.00

2 $2,903.25 $34,839.00

J $3,659.91 $43,91 9.00

4 $4,416.58 $52,999.00

$5,173.25 $62,079.00

6 $5,929.91 $71 ,159.00

7 $6,686.58

8 $7,443.25 $89,319.00

I $8,199.91 $98,399.00

10 $8,956.58 $107,479.00

tD#

I certify that the above information is correct to the best of my

knowledge and belief. lgive my consent to the Department of
Health to make inquiry and verify the information. I understand that
I may be prosecuted under state law, if I have deliberately supplied

the wrong information.

NOTE:

t I obtdin hedlth insutdnce coveroge, while under the FBoCEDP, it is
my responsibility to notity the REGIONAL FBCCEDP office os soon os

possible.

Signature

Date

3. Number of people in your Household. (include yourself, spouse or civil union partner, and dependent children)

4. Net Household lncome (After Taxes): $_Month 9B $_Year

lf you have any questions Please call the regional coordinator at 407-343-2068 between

8:00 a.m. and 5:00 p.m., Monday through Friday. We will make every effort to return your call in a timely manner.

lfurther understand that all my screening and diagnostic procedures must be completed within 60 days or payment for

these services CANNOT be guaranteed.

DOH'FBCCEDP July 1, 2021

Florida Breast and Cervical Cancer
Early Detection Program

(FBCCEDP)

2. Doyou have anyform ofhealth insurance? E YEs ! trto Name of insu rance _

5

$80.239.00



Florida Breast and Cervical Cancer Early Detection Program

Annual Applicant Agreement

The Annual Applicant Agreement (AAA) is used to obtain authorization and information from eligible women
enrolled in the Florida Breast and Cervical Cancer Early Delection Program (FBCCEDP). The FBCCEDP will collect
participant Protected Health Information (PHl) and Personally ldentifiable lnformation (Pll) that is required to
provide patient services.

Please rcad each statement below and agree by signing at the bottom of the document.

As an FBCCEDP applicant, I declare that:

1. I am a Florida resident and I want to become a client of the FBCCEDP, and I may withdraw at any time.
2. My net family annual income is at or below 200o/o of the Federal Poverty Level (FPL) and I have no heatth insurance

that pays for breast and cervical cancer screening exams.

3. lwill no longer be eligible for FBCCEDP if my income changes to above 200% of the FPL.

4. I will call FBCCEOP Once I obtain health insurance and give them the name of the health insurance company, policy
number and effective date. lf my health insurance covers breast and cervical cancer screenings my screenings will no
longer be paid for by FBCCEDP.

5. I will disclose any breast or cervical screening services that may impact my eligibility of enrollment in FBCCEDP.

I may have a share of cost for some services.

I will use an authorized provider for my breast and/or cervical screening examinations (breast exam, mammogram,
and/or Pap test).

I agree to complete any follow-up tests within 60 days. lf I fail to meet these guidelines, I may be responsible
for partial or full cost of all services.

10

lwill allow an exchange and release of my medical information between my health care providers, the FBCCEDP, the
Florida Department of Health's Cancer Data Registry, the Centers for Disease Control and Prevention, and others
related to my health care. This information could include medical history, examinalion and procedure results, even if
they were not paid by FBCCEDP.

I agree to receive home phone, cellphone, email or postal mail contact from FBCCEDP and the Department of
Children and Families (DCF) Medicaid Program about my health care.

I understand that the FBCCEDP is a breast and cervlcal cancer screening program, not a cancer treatment program.

lf I am diagnosed with breast or cervical cancer as a result of FBCCEDP screening, I will be referred to DCF Medicaid
Program which will determine if I am eligible for Medicaid benefits to cover treatment cost. I can reapply to FBCCEDP
for screenings once treatment is completed.

13. This agreement is for glg year unless my program eligibility changes. lf my eligibility status changes 9I this
agreement expires, I may be responsible for services provided during my FBCCEDP ineligible period.

14. As authorized by federal law, Title 5 U.S. Code section 552a, collection of social security numbers by the
Florida Oepartment of Health for the FBCCEDP may be necessary in order to apply for and receive Medicaid
benefits.

lf you have any questions, contact your Regional Coordinator at the local Regional FBCCEDP offlce:

Local Regional FBCCEDP Phone # 401-343-2064

Client Signature Date

Printed Name

Client Email Address

HEATTH

o

7

8

9

11

12

DOH- FBCCEDP July I , 2021
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FIondE
HEATTH

PART I CLIENT.PROVIDER RELATIONSHIP CONSENT
Client Name:

Name ofAgency
Agency Address:

I consent to entering into a client-provider relationship. I authorize Department of Health staffand their representatives to render routine health carc. I
underctand routine health care is confidential and voluntary and may involve medical visits including obtaining medical history, assessment,

examination. administration ofmedication, labomtory tests ard/or minor procedures. I may discontinue this relationship at any time.

PART II DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only)
I consent to the use and disclosure of my health information; including medical, denlal, lllV/AIDS. STD, TB, substance abuse prevention,

psychiatric/psychological, and case managementi for treatment. payment and health care operations

PART III MEDICARE PATIENT
REQUEST (Only applies to Medicare Clients)

CERTIFICATION, AT]THORIZATION TO RELEASE, AND PAYMENT

As Client/Representative signed below, I ceniry that the information given by me in applying for payment under Title Xvlll ofthe Social Security Act
is conect. I authorize the above agency to release my health information to the Social Security Adminishation or its intermediadeycarriers for this or
a related Medicare claim. I request that payment ofauthorized benefits be made on my behalf. I assign the benefits payable for physician's services to
the above-narned agency and authorize it to submit a claim to Medicare for payment.

&\BI_!y ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers)

As Client /Representative signed below,l assign to the above-named agency allbenefits provided underany health care plan or medical expense policy.
Thea ount ofsuch benefits shallnot exceed the medical charges set fo(h by the approved fee schedule. Allpayments under this paragraph arc to be

made to above agency. I am personally responsible for charges not covered by this assignment.

PART V COLLECTION, USE OR RELEASE OF SOCIAL SECURJTY NUMBER
(This notice is provided pursuant 10 Section I 19.071(5Xa), Florida Statutes.)

For health care plograms, the Florida Department ofHealth may collect your social s€curity number for identification and billing purposes, as authorized

by subsections ll9.07l(5)(a)2.a- and ll9.07l(5)(a)6.. Florida Statutes. By signing below, I consent to the collection, use or disclosure ofmy social

security number for identification and billing purposes only. It willnot be used for any other purpose. I understand drat the collection of mcial security

numbers by the Florida Department ofHealth is imperative for the performance ofduties and responsibilities as prescribed by law.

PART VI MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE
OF PRIVACY RICHTS

Client/Representative Signalure Self or Rcprcsenlative's Relationship to Client

Witness (optional) Date

PART VII WITHDRAWAL OF CONSENT

I- WITHDRAW TIIIS CONSEN I. effectile
Dalc

Client Name

Date

ID#:

DOB

CIien/Representative Signature

Witness (optional)

original to fil€iCopy to client

DH 3204-S5G-09-2019

INITIATION OF SERVICES

Date



AUTHORIZATION TO DISCLOSE
CONFIDENTIAL INFORI\{ATION

_ Email Address: (please note thet emailing may not be a secured method of comm unicrtion)

INFOR\IATION'IO BE DIS(ILOSED: (lnitial Selection)

,**

I\[ OR\r \t to\ \t.\\ Br] r)rscl.os[.D B\ :

Person/Frcilitv . FBCCP Osceola - Florida Dept of Health in Osceola Cour$yon" s. 407- 343 - 2068

Addftss. 1875 FORTUNE ROAD KtSStMMEE, FL34743

l\FoRlt.\Tto\ \IA\ BI.. DISCI.OS[_D I o
Pcrson/Fscilit) : Phone #:

METHOD O}- DISCLOSURE:

Pick up at Clinic/Facilitv

_ Address

Fex #i

General Medical Record(s) STD Rccords

Immunizations Family Planning

TB Records

Prenatal Records

_ tlistory and Physical Results

Consultaiions

P.ogress Notes

_ Diagnostic Test Reports (Speciry Type oftest(s)

_ Other: (speciry)

I specilically authorize release of information relating to: (initial selection)

_HIV tesl results _Substance Abuse Service Provider Client Records

_Psychiatric, Psychological or Psychotherapeutic notes _Earl) Intervention WIC

PTJRPOSE OF DISCI,OSTJR.E:

X Continuiq ofcare Personal Use orher {specrty)

EXPIRA'IION DATI: Ihis authorization will cxpire (insert date or event) I undcrstand that ill f'ail to specify an cxpiration datc or
event, this authorization willexpire twelve ( 12) months from the date on which it was signed.

REDISCLOSURE: I understand that onc€ the above information is disclosed, it may be redisclosed by the recipient and the information may not te
protected by federal privacy laws or regulations.

CONDITIONING: I undeNtand that completing this authorization form is voluntary. I realize that treatrnent will not be denied ifl refuse to sign this
form.

REVOCATION: I understand that I have the right to revoke this authorization any time. [f I revoke this authorization, I understand that I must do so in

writing and that I must present my revocation to the medical rccord department. I understand that the revocation will not apply to information that has

already been released in response to this authorization. I understand that the revocation will not apply to my insurance company, Medicaid and Medicare

yX
Client4-egal Representative Signature

X
Printed Name Legal Representative's Relationship to Client

(for example. power of attomey, healthcare surrogate form, order, apporntment ofa guardianship, order appointing pcrsonal representative, letters ofadministmtion).

Date

X

DH3203-SSG-09/2017

Client Name:

ID#:

DOB:

Originrl: loFrle Copy: To Client Copy: lb Accompany Drsclosure


